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National Drunk and Drugged 
Driving Prevention Month — 
December 2006 


December has been designated National Drunk and 
Drugged Driving Prevention Month (3D Month). 
3D Month is supported by public and private-sector 
organizations committed to preventing crashes caused by 
impaired drivers. 

In 2005, a total of 43,443 traffic fatalities occurred, 
39% (16,885) of which were alcohol related (/). Among 
these alcohol-related fatalities, 86% (14,539) involved at 
least one driver, pedestrian, or bicyclist with a blood alco- 
hol concentration (BAC) >0.08 g/dL, a level that is illegal 
in all states. Including both fatalities and persons who 
survived the crash, the percentage of persons with a BAC 
>0.08 g/dL was 32% for pedestrians, 27% for motor- 
cycle operators, 22% for passenger-car drivers, and 21% 
for drivers of light trucks. Male drivers and drivers aged 
21-24 years had the highest BACs. A previous convic- 
tion for driving while impaired had been recorded for 
9% of drivers with BACs >0.08 g/dL who were involved 
in fatal crashes, and 25% had had their licenses suspended 
or revoked previously. Safety belts were used by only 28% 
of fatally injured drivers with BACs >0.08 g/dL, compared 
with 56% of fatally injured drivers with BACs of 0.00 g/dL. 

A program planner, which contains sample public- 
service announcements, media tool kits, and program 
guidance for 3D Month, is available from the National 
Highway Traffic Safety Administration at http:// 
www.stopimpaireddriving.org. 

Reference 
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Alcohol and Other Drug Use Among 
Victims of Motor-Vehicle Crashes — 
West Virginia, 2004-2005 


Alcohol use is a well-established risk factor for motor- 
vehicle crashes (/). In 2005, approximately 39% of all traffic 
fatalities in the United States were alcohol related (2). Evi- 
dence of driver impairment from use of drugs other than 
alcohol is less definitive. In 2005, an estimated 4.3% of per- 
sons in the United States reported driving under the influence 
of a drug used recreationally during the preceding year, and 
an unknown percentage drove while impaired by drugs being 
used for medical reasons (3). To measure the prevalence of 
ilcohol and drug use among persons killed in motor-vehicle 
crashes in West Virginia (where test results were available for 
-80% of fatalities), CDC analyzed 2004 and 2005 data 
reported by the West Virginia Office of the ( hief Medical 
Examiner (OCME) to the Fatality Analysis Reporting System 
(FARS) of the National Highway Traffic Safety Administra- 
tion (NHTSA). This report summarizes the results of that 
analysis, which determined that the prevalence of drug use 
(25.8%) was similar to the prevalence of a blood alcohol con- 
centration (BAC) >0.08 g/dL (27.7%) among persons killed 
in motor-vehicle crashes. These results suggest that drug use 
contributes substantially to driver impairment in West 
Virginia. Measuring the magnitude of this problem nation- 
ally will require better surveillance data. Both surveillance and 
the development of prevention measures are hampered by 


difficulties in quantifying and defining drug impairment. 
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FARS is an active, nationwide, population-based surveil 
lance system for motor-vehicle crashes that occur on public 
roadways and result in the death of a road user (e.g., drives 
passenger, pedestrian, or bicyclist) within 30 days (4) 
draws on law enforcement records, which include the results 
of alcohol and drug tests performed on persons killed in thes« 
crashes. In 2005, drug test results were available for few 
half of all fatalities in FARS. However, in West 
OCME routinely screens all victims of motor-vehicl 


ties for evidence of impairment from alcohol and lici 


illicit drugs, including narcotics (e.g., heroin and opioid 
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25.8%) decedents. Of the 
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TABLE 1. Percentage of persons killed in motor-vehicle 
rashes who had positive alcohol or drug tests,* by sex, age 
ip, and type of road user — West Virginia, 2004-2005 


TABLE 2. Number and percentage of persons killed in motor- 
vehicle crashes who had positive drug tests,* by type of road 
user and type of drug — West Virginia, 2004-2005 





Decedents testing positive (%) 


One _ Alcohol Alcohol 
or more and or 
Alcohol’ drugs® drugs drugs 





aracteristic 
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rom. VIC | 
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ot 
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difficult to 


iving performance 


, , 
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Type of road user 
Driver Other Total 

(n = 458) (n = 202) (N = 660) 

Type of drug No. (%) No. (%) No. (%) 

Opioid analgesics 36 (7.9) 2 5.9) 48 (7.3) 

Hydrocodone ; (2.8) 7 5) 16 (2.4) 

Oxycodone (2.0) é 9) 13 (2.0) 

Methadone ] : 5) 10 #8 (1.5) 

3) 3 1.5) 18 (2.7) 

Depressants 36 «(7 48 (7.3) 

Benzodiazepines 30 (6. 3.8 37 ~=(5.6) 

Barbiturate: 6 (1.3 : (2.5 11 (1.7) 
Me propamate 

Carisoprodol 3 «((C C 3 (0.5) 

Stimulants 25 (5.4 ] 32 (4.8) 


t 











(1 
(3 


A thers 


27 = (4.1) 

5 (0.8) 
Marijuana 9 (8.5) ¢ 48 (7.3) 
Other licit drugs! (9 O (5.0) 53 (8.0) 


28.4) 41 (20.3) 171 (25.9) 


41 (9.0) 9 (4.4) 50 = (7.6) 


660 decedents with drug test results 





Js that might impair a road user (e.g., antidepressants and 


have increased their doses of drugs generally are more 


impaired than persons who have become tolerant of drugs 
t t 


through steady use, such as persons taking drugs daily as 
prescribed. Both combining alcohol with drugs and use of 
multiple drugs increase the risk for crashes. 

Che percentage of drug-positive drivers typically is lower 
than the percentage of alcohol-positive drivers in U.S. studies 


t 


of motor-vehicle crashes (6). Recent reviews indicate that 
5%—-25% of drivers involved in motor-vehicle crashes have 
positive drug tests (S—7). An NHTSA study of U.S. motor- 
vehicle crashes during 1990-1991 determined that drugs were 
involved in 17.8% of driver fatalities (9). Marijuana has been 
the most common drug found in such studies of fatally 
injured drivers in North America, followed by cocaine, ben- 
zodiazepines, and amphetamines (6). This report differs from 
previous reports in terms of the relatively high prevalence of 
drugs among drivers in West Virginia and the finding that 
prescription drugs (e.g., opioid analgesics and depressants) were 
more prevalent than illicit drugs. In certain demographic 
eroups of decedents, drugs were more prevalent than alcohol. 

[he findings in West Virginia cannot be extrapolated to the 
entire United States because of possible local differences in 
ilcohol or drug use patterns. However, these results might 
reflect recent nationwide growth in the volume of prescrip 
tions for opioid analgesics and other potentially 
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impairing medications. Such drugs are at times taken in com- 
bination or with alcohol. In an average week, at least 25% of 
S. adults take five or more prescription or over-the-counter 


drugs, and 7% take five or more prescription drugs (/0). These 
results might also reflect a recent increase in abuse of prescrip 
ion drugs: the number of U.S. persons who started recre 


onal use of opioid analgesics, sedatives, and tranquilizers in 


the previous year increased substantially from 1990 to 2003 (3). 
Che findings in this report are subject to at least four limi- 
tations. First, FARS drug data lack detail; they do not 
describe the degree of intoxication, the type of use (medical 
or recreational), or the decedent's familiarity with the drug. 
Second, detection of a drug in a urine test might reflect previ 
s drug use rather than use at the time of the crash. Third, 

he involvement of some types of drugs might have been un 
timated because FARS captures data on only three drugs. 

lly, this study can only estimate the contribution of drug 


ilcohol impairment to motor-vehicle crash mortality 


1 


1use some impaired drivers who died might not have been 
ponsible ror their CI ishe sand because impaired drivers who 
ved crashes that killed other road users were not included. 
forcement has been the primary approach to drug 
mpaired driving. However, enforcement has been hampered 
by technical challenges to performing sophisticated forensic 
ting in the field, difficulties obtaining laboratory results in 
me for legal proceedings, and lack of consensus on which 
evels or combinations of drugs constitute impairment. In 
iddition, most states do not apply additional penalties fos 
using drugs in combination with alcohol, so limited incentive 
tO pay for drug tests in alcohol impaired drivers ( 
hese problems also explain the incomplete data on drug us¢ 
n FARS and the difficulties of pe rforming epidemiologic stud 
s of the crash risks from drugs. Given the changing patterns 
yy drug use in the ( nited States, especially the increased USC 
ind abuse of prescription drugs, annual testing of a represen 
tative sample of U.S. traffic fatalities for drug use should be 
considered. This sample might provide the basis for additiona 


studies of the crash risk associated with specific types of drugs. 
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Gastrointestinal Injuries from 
Magnet Ingestion in Children — 
United States, 2003-2006 
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FIGURE 1. Abdominal radiograph of a boy aged 3 years, noting 
three attached magnets that resulted in volvulus (i.e., twisting 
of the bowel) and multiple bowel perforations 








er F juct Safety Comn r 
lso include magnets. CPSC is working with the ASTM 
rnational' toy safety standard (F 963) subcommittee to 
dress h ls associated with toys containing magnets. 
Case 1 


On November 22, 2005, a boy aged 20 months, who had 





eda 
t health, awoke several times during the night 


1 - | \ 

mplaining of stomach pain. Wuring the next 2 days, he ate 
| 1 1 | 

ITCTIC ie¢pt more than usual, and had several episodes of vom 


ng. His parents thought he had symptoms similar to his 


rs illness the preceding week. On November 24, during 


1 { 1 j 
boy's morning and afternoon baths, his father noted red 


tches and a bluish tinge to the boy's feet and hands. Con 
ned about dehydration, his parents offered cool water, which 
oy drank readily. He immediately became lethargic, his 
bdomen became visibly distended, and he exhibited inte 
trent loss of consciousness. The boy was taken to an emer 


vy department, where he went into cardiopulmonary arrest 


| 


val. Resuscitation efforts failed, and t 


I utes Of I ate 
DOV died befor 1 definitive Giagnosis was made. 
radiograph taken during resuscitation reveaied a targe 
ybject, measuring 30 mm by 6 mm. Because of its size, the 
| , | . ecsdie of patient. H ‘ 
DEC \ thought to be outside the patient. Mowever, at 
Ss i\drical magnets, 6 mm In diameter, were 
F eee, SS es . ma 
ed together in his abdomen. The magnets had mag 
ned across two loops OF intestine, Causing a volvu 
ne bowel) that compromised the blood 
DOW nd led to necrosis, perforation, and sep 
- } 14 ] 
id become dislodged from an oide! sibling's 
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magnets embedded in the corners and edges. Although the 
victim had not been permitted to play with this building set, 
he might have found dislodged magnets in the carpeting of 


the family playroom. 


Case 2 

On September 7, 2005, a boy aged 2 years, 6 months, who 
had been in excellent health, doubled over in pain, began vom- 
iting, and then had diarrhea. The boy seemed to improve 
through the next week as his vomiting ceased, although his 
diarrhea and stomach ache continued. On September 15, 
after drinking a large amount of water, he began protracted 
vomiting. The next day, the boy’s pediatrician diagnosed 
dehydration and a suspected bowel obstruction; the boy was 
sent immediately to the local hospital. 

Hospital radiographs revealed a rod-shaped object in the 
boy's abdomen. His mother recognized the object as three 
magnetic, rod-shaped pieces from his older sibling's building 
set, which were attached end to end. The boy was transferred 
to a health-care facility that had a pediatric surgeon. During 
laparoscopy the next day, one piece, which had perforated the 
cecum, fell into the peritoneal cavity. That piece was recov- 
ered by open abdominal surgery; the remaining pieces were 
located in the stomach and removed endoscopically. Each piece 
measured 25 mm by 7 mm. When shown the pieces, the boy 
called them “candy.” He was discharged from the hospital 


after 1 week. 


Case 3 


On May 5, 2006, while using his teeth to separate magnetic 
pieces from a toy building set, a boy aged 5 years, 1 month, 
inadvertently swallowed one of the pieces. The boy's mother 
became concerned he might have swallowed a button battery 
component of the set; she called the boy’s pediatrician, who 
advised her to take him to a local hospital. Radiographs 
revealed the magnetic piece in the child’s stomach. Doctors 
advised the mother that the piece would probably pass nor- 
mally but that she should monitor the child’s stool for up to 
5 days. Two days later, the boy told his mother that he had 
swallowed another toy, a small metal ball; this did not 
concern her. 

By May 18, the mother reported that the magnet and metal 
ball had not passed: the child’s pediatrician ordered another 
radiograph. Imaging-center staff members reported finding 
two metal objects stuck together farther along the intestines 
and advised that they would probably pass naturally. How 
ever, on May 24, the pediatrician ordered another radiograph, 
which showed that the objects had not moved. The next day, 


the mother informed the pediatrician that she had learned of 
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a fatality that occurred after ingestion of magnets. After con- 
sultation with specialists on May 26, an endoscopy was sched 
uled for May 31. On May 30, the boy began vomiting and 
was taken to the specialist’s hospital and admitted. During 
endoscopy on May 31, the toy pieces could not be removed, 
ind surgery was required. The surgeon removed two disc- 
shaped magnets, each 10 mm in diameter, from the boy’s large 
intestine and a steel ball, also 10 mm in diameter, from the 
small intestine and resected the affected bowel. The patient 


was discharged on June 2 


Summary 


Building sets and toys with powerful rare-earth magnets have 


been marketed for use by children as young as 3 years. Among 


the 20 identified cases of magnet ingestion injury, the patients 


ged in age from 10 months to 11 years, 6 months (mean 


rs, 6 months; median: 4 years, 9 months—5 years); 
6 (80%) of the patients were aged >3 years (Figure 2). Boys 
ccounted for 16 (80%) of the patients. One fatality caused 


volvulus, bowel necrosis, and sepsis was identified. Diag 


5%) of the cases included bowel perforations; 
bowel obstruction and peritonitis each were cited in four cases, 
ind volvulus was cited in three cases (Table). Of the 14 cases 
for which such data were available, hospital stays ranged from 
> to 19 days (mean: 8.7 days); at least five patients required 
intensive care. 

Among the 20 patients, two children each swallowed 15 
nagnets; the other 18 children swallowed from one (plus a 


nonmagnetic metal piece) to nine magnets. In 12 cases, mag 


j 
; 


1 j | 
nets had been dislodged from toy pieces; in three cases, entire 


magnetic pieces were swallowed intact. Ten children swallowed 


magnets from their own toys, three swallowed magnets from 


FIGURE 2. Identified cases of children with gastrointestinal 
injuries from ingested magnets, by age — United States, 
2003-2006 


Age (yrs) 


SOURCE: Consumer Product Safety Commission 


an older sibling's toy, and three swallowed magnets from toys 
at day care facilities or school. At least five of the children 
swallowed magnets or magnetic pieces intentionally, includ- 
ing two who thought they were candy and one who swal- 
lowed three magnets on a dare. Five children had potentially 
relevant conditions, including autism, attention-deficit 
hyperactivity disorder, developmental delays, and neurologic 
disorder (Table). 

Reported by: / Midgett, PhD, Div of Human Factors; S Inkster, PhD 
Div of Health Sciences; R Rauchschwalbe, MS, M Gillice, Office of 
Compliance, Consumer Product 

Div of Unintentional Injury Pre 

Prevention and Control, CD 

Editorial Note: Recent improvements in manufacturing pro 
cesses have made small, powerful magnets inexpensive and 
readily available, increasing the potential for exposure of chil 
dren to magnets in toys and other products. Ingestion of 
multiple magnets, or ingestion of one magnet and a metal 
component attracted to magnets, poses a unique health haz 
ard (6,7). Although these magnets generally are small enough 
to pass through the digestive tract, they can attach to each 


other across intestinal walls, causing obstructions and perfo 


rations. Initial signs and symptoms of injury are nonspecific, 
leading to delayed diagnosis and greater injury. Even \ 

eo > | hild ha wallauw 1 maonet her nioh 
caregivers Know a Child has swallowed magnets, they might 
assume that such small s will pass normally. On radio 
logic examination, provider cannot ascertain 

1: 1 , , 

whether objects swallowed are magnetic and whether they are 


. 1 
in separate sections of the gastrointestinal tract with tissuc 


between them. To aid with diagnosis, a compass might be 


passed close to the abdomen to determine whether an uni 


dentitied object in the bowel is m Once magnetically 


attached across bowel walls 1agnets are unlikely to 
disengage spontaneously. 

Building sets and other toys containing magnets pose a sub 
stantial hazard to children who commonly mouth objects. 
Manufacturers of any consume! product containing magnets 
should take precautions to keep the magnets in their intended 
positions within plastic pieces and should consider making 
larger plastic pieces to minimize the likelihood of ingestion. 
Similar injuries have resulted from ingestion of magnetic beads 
jewelry, and homeopathic aids (8,9 

Caregivers should keep products with magnets out of envi 
ronments where children aged <6 years are playing and be 
aware of the unique risks if ingested. Magnets should never be 
used to emulate tongue or lip piercing. If caregivers suspect a 


child has ingested a magnet, they should seek health care 
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TABLE. Characteristics of identified cases of children with gastrointestinal injuries from ingested magnets, by age — 
United States, 2003-2006 





No. of magnets and Items ingested and Potentially 
Age Sex other pieces ingested Diagnosis circumstances relevant conditions 





5 magnets 


Dislodged magnets from older 


sibling’s toy 


3 


Dislodged magnets from older 


sibling Ss tc V 
Unknown 


Intact pieces of older sibling’s 
toy; thought they were candy 


Dislodged magnets from own 


toy 


Dislodged magnets from own 


toy; thought they were candy 


f 


2s from own toy Autism 
Dislodged magnets from own toy 


Dislodged magnets from toy at 


ritonitis day care facility 


Dislodged magnets from own 
toy 

While separating pieces with 
teeth, inadvertently ingested 
dislodged magnets from own 


+ 


toy; later swallowed a metal ball 
Intentionally swallowed four Possible attention- 


dislodged magnets from toy at deficit/nyperactivity 
day care facility disorder (ADHD) 


Unknown 


Attached own toy as mock 
tongue piercing; inadvertently 


Unknown 


Dislodged magnets from own Developmental delays 
toy at grandparents home 


peritonitis Dislodged magnets from own Neurologic disorder 
toy and developmental 
delays 


Intentionally swallowed intact 
piece of own toy and steel ball 
as experiment 

Pneumoperitoneum secondary to Intentionally swallowed 
bowel perforations; 13 cm of colon classmate’s magnets on a dare 
resected at school 
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promptly. Caregivers also should be aware that children might 


| 


be reticent to admit ingestion or unable to describe what they 
have ingested. Delays in diagnosis and treatment can lead to 
ous or fatal outcomes. 

Additional information regarding toy hazard recalls is avail 
ible at hetp://www.cpsc.gov/cpscpub/prerel/category/toy.hunl. 
Information on product recalls from CPSC and five other 
federal agencies is available at http://www.recalls.gov 
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Environmental Barriers to Health 
Care Among Persons with 
Disabilities — Los Angeles County, 
California, 2002-2003 


er? 4 


2002, an estimated million persons i! 


approximately 18.] of the population 
data suggest that substantial disparities in 


} } } } ,| . 
behaviors and overall health status ex 


ist between pet 
th and without disabilities (2). Nonetheless, when they 
access to adequate health care persons with disabilities 
lives (3,4). The World Health Organization’s 


r y 


y IT 
ification of Functioning, Visability, and Healt! 


tresses the importance of environment (e.g., physical envi 
onment, attitudes of others, or policies) as either a barrier o1 
icilitator in the daily activities of persons with disabilities 

In addition, increasing access to health and wellness treat 
ment programs for persons with disabilities and reducing the 
proportion of persons with disabilities who report environ 


goals of 


mental barriers to participation in daily activities are 


Healthy 


6-12). However, few population-based studies have explored 


2010 objectives 6-10 and 


Pe ople 
how environment affects the lives of those with disabilities 
fo determine the prevalence of disability among persons in 
Los Angeles County, California, and assess the effects of envi 
ronmental barriers on these persons, residents were surveyed 
during 2002-2003. The results of that survey suggested that 
persons with physical or sensory disabilities experienced sev- 


1 


eral environmental barriers and that the prevalence of barriers 


' ’ : 
varied by demographic characteristics, household income, and 


pm é 
severity of disability. To improve quality of life among 
4 | ‘li 1 } 1 11 . 7 14 
sons with disabilities, public and private health agencies should 
1 1 

implement measures to environmental barrier: 
health care and other serv 
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that they experienced one or both of the following limitations 


bending or difficulty gripping, hol 


were classified as having a sensory disability: 1) difficulty heat 
ing {except for loud noises) o1 difficulty seeing, 


including difficulty reading newspaper print. 
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TABLE 1. Number and percentage of residents” of Los Angeles 
County with a physical or sensory disability, by selected 
characteristics — Los Angeles County Health Survey, 
California, 2002-2003 


Characteristic No. (%t) (95% Cl) 
Total no. of persons with a disability .333 (17.3) (16.5-18.2) 
Type of disability’ 








ht 


Severity of disability 


Age group (yrs)** 


Race/Ethnicity 
Nhite. non-Hispan 
Household income 
<1 FPLTt 
4 FPL 
General health status 
Ey, 





idents. Persons with missing information were e 
ght not equal 100 because of rounding 
to the 2000 U.S. standard population aged 
2port more than one type of disability 
usted 
2 federal poverty level (FPL) thresholds at time of inter- 
family of four (two adults and two dependents) corre- 
omes of $18,859 (100% FPL), $37,718 (200% FPL) 


\ total of 24.6%) persons with physical or sensory 
disabilities reported needing home modifications but not hav 
ing them. Among those who needed home modifications, 114 

had incomes below the 100% federal poverty level 
which is an annual salary of $18,859 for a family of 


four (with two adults and two dependents). Of those with 


disabilities, 122 (32.1%) Hispanics and 83 (36.7%) blacks 
their did not have needed modifications, compared with 74 (13.8%) 
rsons with lowe whites 

5 Hispanics wenty-two percent of persons with disabilities reported 


74 (60.4%) respondents did Ity accessing a health-care provider's office because of 


obtain disability resource information. the physical layout or location of the property. Prevalence was 


>2 


not whi ., black, ehest for blacks (276 [33.0%]) and those with lower 


or had lower incomes were most likely 1 incomes (104 [31.1%]). Difficulty accessing a provider's of- 
, 


icguiring disability resource information fice increased with severity of disability. Approximately 167 


12.9% reported unfair treatment at a provider s oftice 
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TABLE 2. Number and percentage of residents* of Los Angeles County with a physical or sensory disability reporting environmental 
barriers, by selected characteristics — Los Angeles County Health Survey, California, 2002-2003 
Did not know where Needed but did Had difficulty Treated unfairly at 
Had restricted to obtain disability not have home accessing health-care health-care provider's 
social activity resource information modifications provider's office office because of disability 
Characteristic No. (%") (95% Cl) No. (%) (95% Cl) No. (%) (95% Cl) No. (%) (95% Cl) No. (%) (95% Cl) 
820 (62.1) (59.1-65.1) 774 (60.4) (57.4—63.3) 311 (24.6) (22.0—27.3) 276 (22.0) (19.4—24.6) 167 (12.9) (10.9-15.0) 




















Overall 


sex 


Age group (yrs)’ 


Race/Ethnicity 


Household Income 


Severity of disability 





Reported by: 


Editorial Note: || 


realtl Prote 
nt, and eval 
t possible quality ( 

re able to parti Ipate 


j " 
results OF This stud 


First, the true pt 
1 1 } 
eht be underestimatec 
lot participate. In di the survey did not include resi 
compile lists of Com lity-relate isabll dents of assisted-living 
nformation nad dist e tnel O Cal Nealtn-cCare ifte! stratifving the data 


ind physicians offices essiDility to offices of health unreliable because of sm 

widers could be improved by lowering service Counters the diversity and large geographic area and population siz« 
' t L,] ¥ : 

<amination tables and ensuring that scales are ( Los Angeles County (i.e. ipproxim itely 4,000 square miles 


essible. Treatment by health-care providers could be ind 10.2 million residents), the results might not be general 


as 
proved by educating providers about ways to make appoint izable to smaller or more homogenous populations. 


1.1 
run more smoothly 


For example, providers should sit 
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Worker Illness Related to Ground Applica 


In the report 
ion of Pesticide—Kern County, California, 2005,” an error 
rred in the first sentence on page 488. The sentence should 
During 1998—2003 in California, 12% (297 of 2,470) 
ipational pesticide illness reports were attributed to 


| j 
' 1 init 
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unpublished data, 2005). 
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1 ) 
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lations of the 


ns on Immunization: Recommend: 
| 
ry Committee on Immunization Practices (ACIP),” in 
) on page the vaccine storage temperatures tn 
] 1 
for measles, mumps, rubella, and 
} 1 
ttenuated influenza vaccine; varicella 
| 


roster vaccine Following IS the corrected 
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TABLE 9. Vaccine storage temperature recommendations 
Vaccine storage Diluent storage 
Vaccines temperature temperature Instructions 








46°F (2°C-8°C) No diluent* rreversible loss of 


Treeze ncy with exe ire to freezing temperature 
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Percentage of Men Aged >40 Years* with Prostate-Specific Antigen (PSA) 
Levels of >2.5 and >4.0 ng/mL, by Race/Ethnicity — National Health 
and Nutrition Examination Survey, United States, 2001-2004 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending December 2, 2006 (48th Week)* 





Disease 
Anthrax 


5-year 


Current weekly 


Cum Total cases reported for previous years 





week 


2006 average’ 2005 


2004 2003 2002 2001 





States reporting cases during current week (No.) 





> measies c 
r meningoc« 


" ad wee fr 
Updated weekly tror 


rts to the 


ported for the current week was indigenous 


SCdast 


ar 
rts to the Division of Viral and Rickettsial D 


(all serogr 


Di 


ups and unknown serogroups) af 


sea 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 


(48th Week)* 





Chlamydia 


Coccidioidomycosis 





Previous 
Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 
(48th Week)* 








Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotype 


Previous iS 





Previous 
Current 52 weeks Cum Current 


Reporting area week Med Max 2006 


weeks 





United States 


New England 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3 
(48th Week)* 





Hepatitis (viral, acute), by type 





A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 


Reporting area week Med Max 2006 2005 week Med Max 








52 weeks 


week Med Max 





United States 


New England 


Mid. Atlantic 


E.N. Central 


N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 
(48th Week)* 





Lyme disease Malaria 





Previous 
Current 52 weeks Cum 


’ Current 52 weeks 
Reporting area week Med Max 2006 week Med 





Previous 





United States 


New England 


Mid. Atlantic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 
(48th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 








Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 
(48th Week)*_ 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 11 ’ 








Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





New England 


Atlantic 


i. Central 


Central 


E.S. Central 


Central 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States. weeks ending December 2, 2006, and December 3, 2005 


(48th Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis Streptococcal disease, invasive, group A 





Previous 


Current 52 weeks Cum Cum 


Current 
week 


Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum 





Reporting area week Med Max 2006 2005 


United States 
New England 


MA 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


Max 2006 2005 week Med Max 2006 2005 


14.238 ? } g 1 36 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 
(48th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 1 





Previous 
52 weeks Cum Cum 
week Med Max 2006 2005 





New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 2, 2006, and December 3, 2005 


(48th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
52 weeks Cum 
Med Max 2006 


Current 


Reporting area week 


Non-neuroinvasive 





Cum 
2005 


Current 


week 


Previous 
52 weeks 
Med Max 


Cum 





United States 17¢ 1 388 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


19 


2006 


4 





Med: Median 


Vector-Borne 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 2, 2006 (48th Week) 





All causes, by age (years) 


All causes, by age (years 





Reporting Area 





All 
Ages 


| 


T 
>65 | 45-64 | 25-44 | 1-24 | <1 





T 
P&l | 
Total | = i rez 
Total | Reporting Area 


T 


65 aii 25-44 | 1-24 





New England 


Mid. Atlantic 


W.N. Central 


c 


S. Atlantic 





7 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals December 2, 2006, with historical data 


INCREASE 


Ratio (Log scale) 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 


\. Hall 
Rosaline Dhara 
Vernitta Love 
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